At operation, she had a second primary carcinoma of the pelvic colon with multiple secondaries in the liver. She also had bilateral pseudomucinous cysts of the ovary with carcinomatous change. The rest of the large bowel felt normal. A palliative combined synchronous abdominoperineal excision of the rectum was carried out and bilateral oophorectomy. Examination of the resected specimen showed, in addition to the two carcinomata, multiple polyps up to 0'5 cm in diameter (Fig 1) .
Following operation, her general condition gradually deteriorated and she died four months later.
Family history: Her mother, father and sister show no evidence of Gardner's syndrome. Of her sons, aged 6, 8 and 10, one has two sebaceous cysts, another an osteoma of the forehead but none has polyps on sigmoidoscopy. Biopsy: Fragments of rectal mucosa showing much intramucosal fibrosis and a little chronic inflammatory cell infiltration but no other abnormality.
July 1963: Still complaining of her symptoms, to which was added a sharp pain in the left iliac fossa lasting a few minutes prior to defrcation. Sigmoidoscopic appearances unchanged.
October 1963: Admitted for operation because of persistence of symptoms and the patient's demand for relief. An intrapelvic resection of the lower sigmoid colon and upper rectum with colorectal anastomosis was performed. There was a small area of thickening of the upper anterior wall of the rectum which otherwise fel-t normal. The patient developed a post-operative small bowel obstruction which required laparotomy and freeing of adhesions. She recovered with relief of symptoms.
Pathology: Sections of the thickened upper part of the specimen showed the appearances of endometriosis. The ulcer in the lower part of the specimen showed nonspecific inflammatory changes with extensive submucosal fibrosis but no penetration of the deep muscle layers. 'Solitary' ulcer of the rectum is uncommon and may be defined as an ulcer in that site in which all known causes have been excluded. It is diagnosed by its appearance which, once seen, is easily recognized. The ulcer, of which there may be more than one, has a shallow greyish-white base devoid of mucosa and an irregular outline; a thin bright red. line follows the edge of the ulcer which is quite flat and passes abruptly into normal mucosa. It may be found anywhere in the rectum.
Symptoms are bleeding, diarrhoea, passage of mucus, abdominal and local pain or discomfort.
Investigations are negative. No treatment seems to be effective.
